Some information on the mortality from MS by occupation and by social class was already available from the studies undertaken by the Office of Population Censuses and Surveys (OPCS) in England and Wales based on the deaths during 1970-72, using the 1971 census, and on the deaths in 1979, 1980, 1982 and 1983 using the 1981 census (1981 omitted). 45 We have added to these studies the three additional years 1984-1986 inclusive. The expected number of deaths was calculated, for each sex and age group, from the rates in the general population. In the 1970-72 survey mortality from MS and MND was analysed by social class, but not by the specific occupations of "qualified medical practitioners" and "nurses and nursing administrators". These occupations were, however, analysed in the later seven-year study. A similar survey took place in Scotland in 1979Scotland in , 1980Scotland in , 1982Scotland in and 1983 We also examined the MS and MND death rates among British doctors in the long-term British Doctors' Smoking Study. Detailed methods have been reported previously.78 In brief, the population consisted of 34 439 male doctors and 6194 female doctors, who were listed in the British Medical Register and who replied to a questionnaire in 1951 about their smoking habits. The male doctors were followed up through regular questionnaires supplemented by the use of national mortality records. The women doctors were followed up by questionnaires until 1973 but not thereafter. By 1987 and 1973 respectively, over 9900 of the doctors who were not known to be dead had been traced. Underlying cause of death was obtained from the official death certificates and, except for deaths where lung cancer was mentioned, the certified cause was accepted without further enquiry. Expected numbers of deaths were calculated within five year age strata using the mean of the published sex-specific death rates for England and Wales in 1965 , 1975 
A high prevalence of multiple sclerosis (MS) has 45 We have added to these studies the three additional years 1984-1986 inclusive. The expected number of deaths was calculated, for each sex and age group, from the rates in the general population. In the 1970-72 survey mortality from MS and MND was analysed by social class, but not by the specific occupations of "qualified medical practitioners" and "nurses and nursing administrators". These occupations were, however, analysed in the later seven-year study. A similar survey took place in Scotland in 1979 Scotland in , 1980 Scotland in , 1982 Scotland in and 1983 We also examined the MS and MND death rates among introduced any material bias into the calculation of expected numbers. Further, the use of crude death rates, as opposed to those for social class I (professional), is likely to have slightly underestimated the expected number of MS deaths. Again, this cannot explain the apparent lack of any increased risk of doctors developing MS in this study.
One possible source of bias arises when the striking variability in certified MS death rates between social classes is considered. It may well be that the progressively disabling nature of the disease results in health-related occupational mobility, and thus the occupation that is listed on the death certificate may not be the same as the occupation when the disease was diagnosed. It has been reported previously that 50% of MS sufferers give up their jobs"3 and, presumably others must change occupation as a result of increased disability. The excess of MS deaths among males in the skilled (non-manual) class IIIN group provides support for this hypothesis, as does the lack of a similar excess among class IIIN women, whose social class is determined by their husband's occupation and not their own. Similarly, if some nurses with MS gave up their jobs or switched to physically less demanding work as a result of illness, then the occupation listed on death certificates may be an underestimate of the true prevalence of MS among nurses. There is, however, no direct evidence to support this hypothesis; it would not apply to the prospective study of British doctors and any bias introduced is likely to be small. 
